Introduction
Placental site trophoblastic tumor (PSTT) is the rare variety of gestational trophoblastic disease constituting about 1-2% of all trophoblastic tumors. [1] [2] [3] Approximately only 150 cases have been recorded in the literature till date. But perforating PSTT with perimetrial invasion is hardly reported in literature which this case study aims to illustrate. 4 
Case
A 32 years old multipara P 2+3 with history of 3 abortions (on 1 st 2 nd and 4 th order of birth) and 2 cesarean (former for breech and the last one, 1½ years back for placenta previa), who was breast feeding had resumed normal menstrual period three months post partum for three consecutive regular cycles was worried because of eight months of amenorrhea and urine that tested positive for pregnancy. 
Placental

A b s t r a c t
Placental site trophoblastic tumor (PSTT) a rare variety of gestational trophobalstic neoplasia described in younger women, usually following term delivery characterized by low serum ß hCG level was met in a 32 year old lactating mother, who resumed normal menstruation after three months of cesarean section up to three cycles followed by amenorrhea for eight months; evacuation for presumed missed abortion prompted the diagnosis of PSTT which at the time of hysterectomy was found invading perimetrium and perforating the uterine cesarean scar.
C C C C Conclusion onclusion onclusion onclusion onclusion: Careful evaluation of lactational amenorrhea is indicated so that the diagnosis of PSST may not be missed in the background of elusive picture such as missed abortion with low serum ß hCG, histological examination of the evacuated material may be relied which may provide the diagnosis at times.
ey words ey words ey words ey words: Placental site trophoblastic tumour (PSTT), hysterectomy, low serum ß hCG During examination, there was uterine enlargement to 10 weeks pregnancy size and the ultrasonogram suggested missed abortion. She was subjected for suction and evacuation and the minimal amount of tissue obtained sent for histopathological examination gave the possibility of PSTT. The patient party reluctant for surgery, serial serum ß hCG assay done consecutively for three months (July, August and September 2006) was reported 578.4mIU/ml, 331.6mIU/ ml and 436.4mIU/ml respectively. As there was persistence of serum ß hCG, finally she gave consent for surgery and was admitted in the Department of Obstetrics and Gynecology, TU Teaching Hospital in October 2006. A CT scan done preoperatively showed bulky uterus with empty endometrial cavity.
On opening the abdomen the uterus was enlarged to 12 wks size with irregular surfaces and felt soft. There were blue hemorrhagic patches on the left cornu and on the right side of anterior surface of body of uterus (Fig 1) . Isthmic area overlying the previous cesarean section scar was thinned out at one point showing a small perforation (fig 2) . But bilateral ovaries and tubes were normal. Total abdominal hysterectomy was performed. On cut section of the uterus a 6×8 cms tumor (fig 3) was seen on the anterior surface of body of uterus which was diffuse, friable and haemorrhagic.
The histopathological report revealed placental site trophoblastic tumour infiltrating up to the perimetrium. ß hCG on the 7 th post operative day was 106m IU/ml. Stitches were removed on 7 th post operative day and the patient was discharged on 8 th day with instruction for regular follow up of serum â hCG weekly which has almost come to nil subsequently after 4 weeks.
Comment
In this case, all characteristics of PSTT were present, like diagnosis at an early reproductive age 31-33, following term pregnancy, diseases confined to the uterus and low ß hCG level. [1] [2] [3] The level of ß-hCG, pathognomic of PSST is due to the proliferation of intermediate trophoblastic cells which is apt to produce lower values that has helped to differentiate this from other types of gestational trophoblastic diseases. On the contrary human placental lactogen (hpl) is secreted in abundance.
While, amenorrhea a less described clinical manifestation in this case unintentionally produced delay in the diagnosis as the attentions were diverted towards lactation as a cause. One more important issue regarding this case is the unexpected histological findings suggestive of PSTT derived from the tissue obtained during the suction evacuation of uterus conducted with the provisional diagnosis of missed abortion in the first place. While in other cases diagnosis has been misguiding on endometrial biopsy which was ascertained only after hysterectomy. 4 Unusually the disease can have a florid spread at the time of first diagnosis. This has happened in a case of cesarean for antepartum hemorrhage unlike our case with a benign behavior. 5 However extension to the perimetrium was an interesting finding denoted by histopathology where a bluish venous pool was observed over the surface of the uterus in one of the cornu, during surgery. The small perforation on the thinned out scarred lower uterine segment has been documented also from China.
6 however, ovarian conservation was possible at hysterectomy.
As the disease was localized in the uterus, chemotherapy was not given. The fall in serum ß-hCG, at the end of the first week of surgery demonstrated that PSTT do not demand chemotherapy as such.
Based on the opinion that a good prognosis can be anticipated where disease is localized within the uterus and the treatment has been iniated within 2 years of antecedent pregnancy we are hopeful in this case. 7 The treatment is agreeable in consideration of her age and fertility where the uterus has been sacrificed yet preserving the ovaries for endocrine functions. Thinned out previous caesarean section scar at one point overlying isthmic area, with small perforation.
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Conclusion
A lactational amenorrhea must be well evaluated in any women of reproductive age group providing an elusive picture of missed abortion with uterine enlargement and lower serum ßhCG level by incorporating histopathological examination lest a diagnosis of PSTT be traced correctly.
